Background: In Belgium, the debate about the effect of the national academic detailing service (ADS) on prescribing quality in general practice is ongoing. In order to evaluate both the implementation strategies of the ADS and its effectiveness on appropriate prescribing of pain relief medication, we conducted a real-world cluster randomized controlled trial (cRCT).
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Conclusions: National implementation of academic detailing in Belgian general practices provided by Farmaka significantly improved the proportion of recommended NSAIDs prescribed by GPs, but not other outcomes related to appropriate prescribing of pain relief medication.
Trial registration: NCT01761864. Registered 2 January 2013.
Keywords: Continuing medical education, Educational outreach visits, Nonsteroidal anti-inflammatory drugs, Primary care, Prescribing behaviour, Interrupted time series analysis Background Several continuing medical education (CME) initiatives aim to support general practitioners (GPs) to cope with the ever increasing amount of novel professional information. In Western countries, CME activities rely heavily on support from the pharmaceutical industry, introducing bias in both topic selection and information provided [1] . Most CME strategies (e.g. conferences) have mixed effects, but academic detailing (AD) is especially effective for improving the quality of prescribing in general practice [2] . A recent synthesis of systematic reviews showed that CME had a small but significant impact on physician performance (6%) and patient health outcomes (3%). [3] . A Cochrane review of randomized controlled trials (RCTs) showed that AD improved quality of care, with the effect on prescribing quality being small (3-6.5%) but larger than that of other strategies [4] . Additionally, AD has been shown to be feasible with a majority of GPs who wished to receive future visits [5] .
Farmaka (www.farmaka.be) is an independent Belgian drug information centre operating nationwide to improve rational prescribing and is funded by the Federal Agency for Medicines and Health Products (FAMHP; www.famhp.be/en/famhp). The effect of its academic detailing service (ADS) on improved prescribing has been shown in two small RCTs [6, 7] . Another study however could not demonstrate its effectiveness [8] . The latter study was ordered by FAMHP because it nearly doubled its yearly investment in its ADS in 2009. This limited evaluation was conducted by the Belgian health care knowledge centre (KCE) on AD visits covering dementia and diabetes and did not allow to draw valid conclusions.
Therefore, the FAMHP ordered a new evaluation of its ADS. Instead of conducting another traditional trial, we chose to produce real-world evidence on both the effectiveness and implementation strategies of the ADS by also assessing the impact of practice, GP and academic detailer characteristics on ADS' effectiveness and to complement this trial with a process evaluation [9, 10] .
The academic detailers' visits are structured around prescribing for common medical conditions in general practice (ranging from acute cough to anxiety disorders) and are offered to GPs on a voluntarily basis. In line with the planning of the ADS and the recommendations by Borgermans et al., we focused on the visits in 2013 on appropriate use of pain relief medication (analgesics and NSAIDs) for chronic pain in osteoarthritis which is a common condition in which the GP plays an important role (rather than a specialist) and for which a great impact could be expected given the room for improvement in osteoarthritis care. This topic was handled by Farmaka because osteoarthritis is a condition that occurs more and more frequently, due to the ageing population, and for which high doses of non-steroidal antiinflammatory drugs (NSAIDs) are prescribed. Chronic use of NSAIDs however is associated with gastrointestinal (GI) adverse effects, such as upper GI bleeding and perforation [11] [12] [13] [14] [15] [16] [17] .
In this pragmatic cluster RCT (cRCT), we will evaluate real-world evidence on the implementation of academic detailing by Farmaka in Belgian general practices by assessing its effectiveness on appropriate prescribing of pain relief medication for chronic pain relief in osteoarthritis and factors that modify its effectiveness.
Methods

Study population and trial design
Belgian general practices that were visited before by a Farmaka academic detailer were assessed for eligibility and those still eligible (i.e. still practicing) were allocated at random in a 1:1 ratio to an intervention group, which was invited for a visit on chronic pain relief in osteoarthritis by an academic detailer, or to a control group that did not receive a visit on this topic ( Fig. 1) . A cluster randomization, randomizing practices rather than individual GPs, was chosen to minimize contamination between GPs in practices with more than one GP. Randomization was performed in permuted blocks of two after stratification of practices according to academic detailer (17) , the number of visits received in the past (ranging from 1 to 16) and the type of practice (including one, two or more than two GPs) in order to optimize comparability between intervention and control practices. For the same reason, practices were sorted within their strata by descending GP identification code (GP ID) of the GP with the highest GP ID reflecting an earlier registration of that GP by the Belgian Government, before randomization. Within the randomized blocks, i.e. pairs of intervention and control practices, the date of visit for the practice in the intervention group could be used for the control group as well, ensuring a comparable spread of dates of visit in the control group. Whenever a practice in the intervention group was not visited or the date of visit was not noted, the latest date of visit was used. To evaluate the influence of this choice on the results, a sensitivity analysis, excluding the practices for which no visitation date was noted, was conducted. Group allocation was concealed for all randomized GPs until the end of the outcome assessment. The outcomes were assessed objectively, by analysing routinely collected reimbursement data. Before data became available for analysis, all randomized GPs were informed of the study through written communication (in November 2014) and were given the option to be excluded from the analysis (opt out) by written notice before 23 December 2014. Blinding of academic detailers was not possible due to the nature of the intervention. The trial was approved by the ethics committee of the University of Antwerp/Antwerp University Hospital (B300201317018) and registered with clinicaltrials.gov (NCT01761864).
Intervention
Practices in the intervention group were offered a (free) 15-to 20-min visit by an academic detailer, who provided four comprehensible key messages (KM) on prescription of pain relief medication in patients with osteoarthritis ( Fig. 2 ). First, a non-medicinal approach should be preferred [KM1] . Second, if a medicinal approach is needed, paracetamol is the first choice and should not be dosed too high (max. 2.5 g daily) [KM2]. Third, NSAIDs could be used when response to paracetamol is insufficient. In that case, ibuprofen or naproxen is recommended due to their safety profile and cost-benefit ratio [12] [13] [14] [KM3]. Fourth, when prescribing NSAIDs, gastroprotective agents, such as proton pump inhibitors (PPIs), should be co-prescribed to patients with gastrointestinal risk factors (e.g. aged 65 or above, presence of comorbidity or history of ulcer formation) to reduce the risk of complications [15] [16] [17] [KM4]. The information package used by the academic detailers can be found in Additional file 1.
Practices in the control group were not offered a visit.
Data characteristics
Data on the characteristics of the eligible general practices used for the randomization (unique identification codes for the visiting academic detailer (AD ID) and the practice (practice ID), GP ID, the number of previous visits by a Farmaka academic detailer and the practice type) and on the characteristics of the academic detailers (education and experience) was provided by Farmaka that collects and checks these routine data as part of its ADS. Additional data on the characteristics of the eligible general practices (GP ID, number of included GPs in the practice the GP belongs to, yearly number of assigned patients to the practice the GP belongs to, region and province) and on the reimbursement of selected pain relief medication they prescribed to patients aged 60 and over between 6 months before and 6 months after the intervention date (Anatomic Therapeutic Chemical (ATC) code N02BE01 (paracetamol), N02 (general analgesics), M01AE01 (ibuprofen), M01AE02 (naproxen), M01A (NSAIDs) and A02BC (PPIs)) was provided by the Intermutualistic Agency (IMA; www.aim-ima.be), collecting these data from the seven health insurance companies in Belgium for health care research. All data were linked through the GP ID and aggregated at the level of the general practice. Whenever there was uncertainty about which academic detailer provided the visit, the code (AD ID) of the academic detailer to which the practice was randomized was used in the analysis.
Outcomes definition
Four primary outcomes (POs) and four secondary outcomes (SOs) (all at the level of the general practice) were extracted from the key messages included in the osteoarthritis information package ( Fig. 2 ).
Primary outcomes
The first PO, assessing the effectiveness of KM1, was defined as the proportion of patients reimbursed for an analgesic of NSAID (PO1). It was calculated as the monthly number of patients reimbursed for a drug with ATC code N02 or M01A, divided by the number of patients assigned yearly (at practice level). If KM1 was conveyed successfully, we expect PO1 to decrease by prescribing proportionally less patients with an analgesic. The second PO, assessing the effectiveness of KM2, was defined as the defined daily dose (DDD) per patient per month (DPM) for paracetamol (PO2). It was calculated as the monthly DDD for drugs with ATC code N02BE01 divided by the monthly number of patients reimbursed for a drug with ATC code N02BE01 (at practice level). If KM2 was conveyed successfully, we expect the DPM of paracetamol, and hence PO2, to decrease. The third PO, assessing the effectiveness of KM3, was defined as the proportion of patients reimbursed for a recommended NSAID among those reimbursed for any NSAID (PO3). It was calculated as the monthly number of patients reimbursed for a drug with ATC code M01AE01 or M01AE02, divided by the monthly number of patients reimbursed for a drug with ATC code M01A (at practice level). If KM3 was conveyed successfully, we expect PO3 to increase by prescribing proportionally more recommended NSAIDs. The fourth PO, assessing KM4, was defined as the proportion of patients reimbursed for both an NSAID and a PPI among those reimbursed for an NSAID (PO4). It was calculated as the monthly number of patients reimbursed for a drug with ATC code M01A and a drug with ATC code A02BC, divided by the monthly number of patients reimbursed for a drug with ATC code M01A (at practice level). If KM4 was conveyed successfully, we expect PO4 to increase by prescribing proportionally more patients with both an NSAID and a PPI.
Secondary outcomes
In order to obtain a complete picture of the effectiveness of the implementation of KM1, the consumption of analgesics and NSAID was also assessed using the DPM for analgesics (SO1). The DPM was calculated as the monthly DDD for drugs with ATC code N02 or M01A, divided by the monthly number of patients reimbursed for a drug with ATC code N02 or M01A (at practice level). If KM1 was conveyed successfully, we expect the DPM of analgesics, and hence SO1, to decrease. Because KM2 also implied that paracetamol should be used as the first choice, the proportion of patients reimbursed for paracetamol was studied (S02). This outcome was calculated as the number of patients reimbursed for a drug with ATC code N02BE01, divided by the yearly number of assigned patients (at practice level). If KM2 was conveyed successfully, we expect SO2 to increase by prescribing proportionally more patients with paracetamol. Because KM3 also implied that NSAIDs should be used as a second medicinal approach, the proportion of patients reimbursed for any NSAID was studied (SO3). This outcome was calculated as the number of patients reimbursed for a drug with ATC code M01A, divided by the yearly number of assigned patients (at practice level). If KM3 was conveyed successfully, we expect SO3 to decrease by prescribing proportionally less patients with paracetamol. Because we believe that introducing an additional product (being PPI) to patients already using NSAID would be harder than introducing two new products together (being NSAID + PPI), the proportion of patients reimbursed for both an NSAID and a PPI among those reimbursed for an NSAID for the first time in 3 months was studied (SO4). This outcome was calculated as the monthly number of patients reimbursed for a drug with ATC code M01A and a drug with ATC code A02BC for the first time in the past 3 months, divided by the monthly number of patients reimbursed for a drug with ATC code M01A for the first time in the past 3 months (at practice level). If KM4 was conveyed successfully, we expect SO4 to increase by prescribing proportionally more patients with an NSAID and a PPI when receiving an NSAID for the first time in 3 months.
Power calculations
At the 5% significance level, this cRCT with a maximum sample size of 3500 at the level of the practice has more than 80% power to detect absolute differences between the intervention groups ≥ 5% around the most conservative proportion of 50% (e.g. 47.5 vs 52.5%) and standardized differences in means of 0.1 (e.g. standardized difference in mean DPM of 1 for a standard deviation of 10).
Analysis settings
The primary analysis was an unadjusted intention to treat (ITT) analysis ( Fig. 3 , top left panel) in which all practices were analysed in the groups to which they were randomized. As randomization was performed at the level of the practice, in theory, all GPs within one practice should either have or have not been visited. In reality, however, among the control practices that should not have been visited, there were practices with no visits, practices in which some GPs were visited (partially nonadherent control, e.g. GP transferred from intervention to control practice after randomization) and practices in which all GPs were visited (fully non-adherent control, e.g. GP from a solo practice transferred to an intervention practice after randomization). In addition, among the intervention practices that should have been visited, there were practices in which all GPs were visited, practices in which only some GPs were visited (partially nonadherent intervention, e.g. one GP absent on the day of the visit) and practices in which no GP was visited (fully non-adherent intervention, e.g. no appointment could be made). In order to assess the robustness of the findings from the ITT analysis, three additional analysis settings were created (Fig. 3 ). The ITT analysis setting with violation (ITT-V1) was obtained by leaving out all nonadherent control practices. The ITT-V2 analysis setting was obtained by also leaving out the fully non-adherent intervention practices. The per protocol (PPR) analysis setting was obtained by also leaving out the partially non-adherent intervention practices.
Statistical analysis
The primary analysis compared the intervention and control practices. Because we anticipated that the intervention might cause a shift in prescribing behaviour, which might fade over time, we used an interrupted time series approach [18, 19] . Because monthly observations were clustered by practice, and practices were clustered within provinces, we corrected the interrupted time series model for clustering by province [20] [21] [22] . Because some of the explanatory variables were varying with time (e.g. the number of GPs which might differ over a period of 12 months), we used an independent working correlation in order to obtain unbiased results [23] . Note that, even if this correlation structure does not match the true structure, obtained estimates and robust standard errors will be statistically consistent [20] .
The model we used can be presented as follows:
where Y i represents the outcome at time point i, with i ranging from 1 (at 6 calendar months before the intervention) to 12 (at 6 calendar months after the intervention), g() represents the link function (an identity link is used for PO2 and SO1, a logit link is used for the other outcomes), Tr is a dummy variable to indicate the intervention group (intervention: 1, control: 0), T i is a continuous variable (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) indicating the time in months (from 6 months before to 6 months after the intervention), X i is a dummy variable indicating pre-or postintervention period (0: pre, 1: post), Ta i is a continuous variable (1-6) indicating the time after intervention in months. β 0 represents the outcome in the control group at baseline (i.e. 6 months before intervention), β 1 represents the difference in outcome between the intervention and the control group at baseline, β 2 represents the trend of the outcome in the control group before the intervention, β 3 represents the step change in the outcome for the control group immediately after the intervention, β 4 represents the change in the trend of the outcome after the intervention in the control group, β 5 represents the difference in trend of the outcome between the intervention and the control group before intervention, β 6 represents the difference in step change between the intervention and the control group immediately after the intervention (the step change) and β 7 represents the difference in the change in trend of the outcome between the intervention and the control group after intervention (the change in trend). Predicted proportions (or DPMs) for analyses in which the intervention had a consistent and significant impact were obtained using the model's parameter estimates. Confidence bounds around the estimates were obtained using the delta method [24] .
Exploratory subgroup analyses
We pre-specified the assessment of effect modification by the number of previously received visits and the characteristics of the academic detailer (a physician or not). In addition, we looked at the outcomes in subgroups defined by experience of the academic detailer (at least 40 years of age or not), region of the practice (Flanders versus Wallonia, with Brussels included in Wallonia) and number of GPs in the practice. For the last two variables, we examined the homogeneity of the step change and the change in trend after the intervention across different subgroups by including interaction terms between time components, intervention and subgroup (while correcting for baseline differences). For the first three variables, which could by design only impact the intervention group, we examined the homogeneity of the step change and the change in trend after the intervention Intention to treat with violation Fig. 3 Schematic representation of different analysing approaches. Frame, identification of practice after randomization; symbol, identification of practice after data collection; n, number of practices across the subgroups by changing the model described above to adjust for subgroup effects rather than intervention effects and excluding all control practices from the analysis.
Sensitivity analyses
Because the date on which the academic detailer visited the practice was not reported in approximately 20% of included practices, we conducted a sensitivity analyses in which these practices were excluded (i.e. 22.29% of practices covering 14.10% of observations divided equally between the intervention and the control groups).
Results Figure 1 shows the number of practices (and GPs) who were enrolled, allocated, followed up and analysed. Of the 3577 practices (4598 GPs) that were assessed for eligibility, 48 practices (68 GPs) were excluded because they were not professionally active anymore (e.g. retired or deceased). The remaining 3529 practices (4530 GPs) were randomized: 1764 practices (2272 GPs) were assigned to the intervention group and were scheduled to receive a visit by an academic detailer between 10 February and 22 November 2013, and 1765 practices (2258 GPs) were assigned to the control group. There were no practices but 11 GPs for which we could not assess whether they had been visited or not (5 GPs in intervention group, 6 GPs in control group). Before analysing the results, we excluded 14 practices (8 (13 GPs) in intervention group, 6 (14 GPs) in control group) because their GP code occurred twice, 35 practices (14 (20 GPs) in intervention group, 21 (27 GPs) in control group) because GPs chose to opt out, 47 practices (31 (48 GPs) in intervention group, 16 (28 GPs) in control group) because we could not obtain any information on consumption of pain relief medication (most likely these GPs stopped practicing) and 32 practices (13 (15 GPs) in intervention group, 19 (20 GPs) in control group) because we could not obtain the number of patients visiting yearly. We analysed 3401 practices (1698 in intervention group, 1703 in control group) including 4334 GPs (2171 in intervention group, 2163 in control group). Baseline characteristics were similar in the intervention and the control groups ( Table 1) .
Assessment of effectiveness using primary outcomes
The primary analyses (ITT) show that, in general, the odds of being reimbursed for an analgesic or NSAID was decreasing significantly over time. In the intervention group, this decrease was stronger after the intervention ( Table 2 ). The DPM for paracetamol was increasing significantly over time, without a clear impact of the intervention. The odds of being reimbursed for a recommended NSAID when reimbursed for any NSAID was increasing significantly over time. At the time of the intervention, there was a significant upward shift for the practices that encountered an academic detailer compared to practices in the control group. After this shift, the odds slowly, but significantly, decreased again (both in the intervention and the control groups) (Fig. 4) . The odds of being reimbursed for an NSAID and a PPI when reimbursed for an NSAID did not change significantly. Because, for some outcomes, different conclusions were drawn from the other three settings (ITT-V1, ITT-V2 and PPR; results in Appendix), we focus on significant results that are consistent over the four settings (underlined).
Assessment of effectiveness using secondary outcomes
The analyses show that the DPM for pain relief medication did not change significantly. The proportion of patients reimbursed for paracetamol decreased significantly after the intervention, without a clear shift at the time of intervention ( Table 3 ). The overall proportion of patients reimbursed for any NSAID was decreasing significantly over time, without a clear impact of the intervention. The proportion of patients reimbursed for both an NSAID and a PPI among those reimbursed for an NSAID for the first time in 3 months did not change significantly.
Exploratory subgroup analyses
All characteristics under study had a significant impact on the intervention (Tables 4 and 5 ). Because different conclusions were reached in the four settings in this exploratory analysis (ITT, ITT-V1, ITT-V2 and PPR), we will focus on significant results that are consistent over the four settings (underlined). The average DPM of paracetamol shifted downward at the time of the intervention when the academic detailer was aged 40 or above (Fig. 5 ). The odds of being reimbursed for an NSAID shifted downward at the time of the intervention when the academic detailer was a physician ( Fig. 6 ). Note that, although a significant shift was observed at the time of the intervention for both outcomes, the predicted outcomes did not differ between visited practices.
Sensitivity analyses
When removing the practices for which no date of visit was recorded from the analysis, similar results were obtained for both the primary and secondary outcome analyses and the exploratory analyses (results not shown).
Discussion
In this study, we assessed the effectiveness of Farmaka's AD visits on appropriate prescribing of pain relief medication in osteoarthritis. We found a significant impact of the visits conducted by academic detailers on one primary outcome, i.e. the proportion of patients prescribed with a recommended NSAID among those prescribed with any NSAID, confirming the usefulness of the ADS in improving appropriate prescribing of pain relief medication. This result supports the effectiveness of the ADS in general, as demonstrated earlier both in Belgium [6, 7] and abroad [25, 26] . However, an impact of the ADS could not be found for the other outcomes under study, indicating that improvements might be very condition and outcome-specific, which might explain why Borgermans et al. and Goldberg et al. could not demonstrate the effectiveness of the ADS in their countries [8, 27] . Another explanation might be that the advice to change the prescribed drug to a similar safer drug is more easily accepted than the advice to stop prescribing this drug altogether. Additionally, we found that the profile and age of the AD visitor might impact the effectiveness of the visit. A small, but significant, decrease in the DPM of paracetamol directly after the intervention was observed when the visit was conducted by a visitor aged 40 or above (compared to a visitor aged below 40). Another small, but significant, decrease in the odds of receiving an NSAID directly after the intervention was observed when the visit was conducted by a GP (compared to a visitor who is not a GP). A possible explanation for these traits to positively influence the effectiveness of the AD visit might be that GPs are more inclined to believe a more experienced person, either by training (GP) or by age. Although this was not formally tested, visiting at least one GP in a practice seems to have a comparable impact as visiting all GPs in a practice.
Strengths and weaknesses of the study
This study used a cluster-randomized controlled trial to evaluate the effectiveness of visits by academic detailers.
The cRCT is a well-known and trustworthy design, with its objectiveness increased due to blinding of participating practices. Because all practices (and GPs) had received a visit by an academic detailer in the past, they will not have identified the academic detailer's visit as an intervention, which ensures that the evidence obtained through this trial is real-world evidence, adding to the trustworthiness of the study results. Another major strength of this study is the size of the group of participating practices, which is quite large and hence adds to the validity and precision of the results found in this study.
A major weakness of the study is that this study focuses on reimbursement data while paracetamol is also available over the counter in Belgium. For this reason, we miss information on paracetamol use. We do however assume that patients with chronic arthritis would need chronic pain relief and hence would buy their paracetamol on prescription, because this is the only way to get a reimbursement for paracetamol. Also note that reimbursement data do not include an indication for the use of pain relief medication. Therefore, we are not absolutely sure that the pain relief medication is used for chronic pain relief in osteoarthritis. To increase the probability that the majority of our patients are osteoarthritis patients, we only considered reimbursement data for patients aged 60 or above. As a result, we assessed the effect of AD visits on use of pain relief medication in general, i.e. in all 60+ patients and not only in those with osteoarthritis.
At the moment of the AD visits, there was also no consensus on the recommended use and safety of paracetamol. In most guidelines, especially at the time of our intervention, paracetamol is suggested as the firstline treatment for chronic osteoarthritis pain (e.g. NICE 2014). However, its effectiveness in pain management of osteoarthritis is currently under debate. A recent systematic review identified (only) seven studies on the use of paracetamol on chronic osteoarthritis pain and found negligible clinical efficacy of continuous dosing regimens of more than Step change difference in step change between the intervention and control group immediately after the intervention; change in trend difference between the change in trend between the intervention and control group after the intervention; CI confidence interval, NSAID nonsteroidal anti-inflammatory drug, PPI proton pump inhibitor; *p value < 0.01; underlined < 0.01 in all four analyses (ITT, ITT-V1, ITT-V2 and PPR) Intervention Control Fig. 4 Predicted proportions (95% confidence bounds) for PO3 in an intention to treat analysis. PO3, proportion of patients reimbursed for a recommended nonsteroidal anti-inflammatory drug (NSAID) among those reimbursed for any NSAID 2 weeks, compared with placebo [28] . Similarly, a large meta-analysis showed no or only a very small effect on pain at doses up to 4000 mg/day [29] . Also, the academic detailers themselves referred to the topic as being not up to date [10] . In this respect, it is conceivable that practitioners decide not to follow or not to keep following the recommendation to prescribe paracetamol as a first choice treatment, if their clinical experience and the feedback of their real-world patients are not positive. For this reason, all findings related to KM2 (PO2 and SO2) should be interpreted with great caution. We would expect to find an increased impact of the ADS on topics for which there is more consensus, and future research should focus on verifying the real-world evidence discussed here assessing an AD visit on another topic.
Additionally, this study was not able to cover all Belgian practices. About 24% of practices randomized to the intervention group were not reached because no GP could be visited with this topic. Because we focus our main findings on effects that were significant in all four scenarios, and these 24% of practices that were not visited in the intervention group were only (partly) left out of the analysis in (the ITT-V2 and) the PPR scenario, this has no implications on the findings discussed here. Note that these practices differed from the practices that did receive a visit only in the number of previously received visits, with a higher number of previously received visits rendering higher odds of being visited with this topic. This finding suggests that there might be a Step change difference in step change between the intervention and control group immediately after the intervention; change in trend difference between the change in trend between the intervention and control group after the intervention; CI confidence interval; CI confidence interval; NSAID nonsteroidal anti-inflammatory drug; PPI proton pump inhibitor; *p value < 0.05; underlined, < 0.05 in all four analyses (ITT, ITT-V1, ITT-V2 and PPR) Step change difference in step change between the intervention and control group immediately after the intervention; change in trend difference between the change in trend between the intervention and control group after the intervention; PO1 proportion of patients reimbursed for an analgesic; PO2 average defined daily dose of paracetamol per patient reimbursed for paracetamol per month; PO3 proportion of patients reimbursed for a recommended nonsteroidal anti-inflammatory drug (NSAID) among those reimbursed for any NSAID; PO4 proportion of patients reimbursed for an NSAID and a proton-pump inhibitor among those reimbursed for an NSAID; *p value < 0.05; **p value < 0.01; underlined < 0.05 in all four analyses (ITT, ITT-V1, ITT-V2 and PPR) benefit to familiarity with either the visitor or the ADS. At the time of the study, Farmaka reached about one in three active GPs in Belgium with their ADS [30] . These practices are not reached, because they did not receive a visit by an academic detailer before. These practices are however similar in baseline characteristics to the practices that were reached, and absence of this study group will most likely not have a major impact on the findings reached here. As Anthierens et al. demonstrated, AD visits which are appreciated by GPs, reaching these unvisited practices, and not necessarily all its GPs, would increase the nationwide impact of Farmaka's ADS [10] . Meanwhile, half of the Belgian GPs are being visited. Another limitation of the study is that it only reveals short-term effects, as we considered only 6 months after the intervention. This implies that the sustainability of effects more than 6 months after the AD visit could not be assessed.
Conclusions
The ADS provided by Farmaka was effective in improving the proportion of recommended NSAIDs prescribed by GPs. An impact on overall prescription rates of analgesics and NSAIDs was not detected. The implementation of the ADS could be improved further by selecting academic detailers based on their profile and age. Step change difference in step change between the intervention and control group immediately after the intervention; change in trend difference between the change in trend between the intervention and control group after the intervention; SO1 average defined daily dose of pain relief medication per patient reimbursed for an analgesic or NSAID per month; SO2 proportion of patients reimbursed for paracetamol; SO3 proportion of patient reimbursed for any nonsteroidal anti-inflammatory drug (NSAID); SO4 proportion of patients reimbursed for both an NSAID and a proton-pump inhibitor among those reimbursed for an NSAID for the first time in 3 months; β 6 difference in step change due to the intervention; β 7 difference in the change in trend due to the intervention; *p value < 0.05; **p value < 0.01; underlined < 0.05 in all four analyses (ITT, ITT-V1, ITT-V2 and PPR) Academic detailer is GP Academic detailer is no GP Fig. 6 Predicted proportion (95% confidence bounds) for SO3 in intervention group over time. SO3, proportion of patients reimbursed for any nonsteroidal anti-inflammatory drug; GP, general practitioner Step change difference before and after the intervention; change in trend monthly change after the intervention; CI confidence interval; NSAID nonsteroidal anti-inflammatory drug; PPI proton pump inhibitor; ITT1 adjusted intention to treat analysis after dropping contaminated controls; ITT2 adjusted intention to treat analysis after dropping contaminated controls and fully contaminated cases; PPR per protocol analysis; *p value < 0.05 Step change difference before and after the intervention; change in trend monthly change after the intervention; CI confidence interval; NSAID nonsteroidal anti-inflammatory drug; PPI proton pump inhibitor; ITT1 adjusted intention to treat analysis after dropping contaminated controls; ITT2 adjusted intention to treat analysis after dropping contaminated controls and fully contaminated cases; PPR per protocol analysis; *p value < 0.05
